ABSTRACT A prospective double blind, randomised study was performed in 100 patients undergoing major elective thoracic surgery to assess a new method of prophylaxis of wound infection using one preincisional intraparietal infiltration of cefuroxime sodium along the line of proposed incision as the sole protection against wound infection. A significant (p<001) 
The prophylactic use of parenteral antibiotics, in various multiple dose regimens, has been known for some time to reduce the incidence of postoperative wound infection in general, orthopaedic, and urological surgery. More recently, studies in cardiac' 2 and thoracic' surgery have shown a similar benefit, particularly with cephalosporins. Although infiltration of wounds with antibiotic at operation has been describe& and topical application at surgery has long been practised, the infiltration of an antibiotic into the superficial tissues along the line of an intended incision before this is made is an entirely new technique, which has recently been described and shown to be effective as a one dose prophylactic measure in general surgical cases.5 Tissue and serum concentrations of antibiotic with this technique are similar to those resulting from conventional parenteral routes of administration. 6 
Methods
One hundred patients undergoing major elective thoracic surgical procedures were randomly allocated to receive either cefuroxime sodium 1*5 g in 40 ml of normal saline (study group) or the same volume of normal saline alone (control group) by infiltration into the subcutaneous tissues and superficial muscle layers along the line of the proposed incision. This was performed with a masked syringe and 18 gauge spinal needle after induction of anaesthesia and before skin preparation and draping, alcohol being used to sterilise the injection sites before skin puncture. The skin was prepared with either 10% providone iodine in alcohol or chlorohexidine gluconate 05% in alcohol. Subsequent analysis did not determine any bias in wound infection rate towards either substance. Neither the administering surgeon nor the subsequent wound assessor was aware of the option drawn.
All the surgeons who took part in this study have No correlation was evident between the oesophageal and bronchial swab cultures and organisms grown from postoperative wound or sputum cultures. By far the commonest postoperative sputum pathogen was Haemophilus infiuenzae, which was present in about two thirds of those with pulmonary infection.
Comparison of infected and non-infected cases
within the control group (table 5) showed no significant differences, thus failing to identify any clear risk factor for wound infection. The higher mean blood loss in the infected patients was largely due to the loss of 5-5 litres of blood in one patient.
Discussion
An antibiotic chosen for wound infection prophylaxis must have two features. Firstly, its spectrum should be appropriate to those pathogens likely to be encountered. Secondly, adequate levels of antibiotic should be present both within the wound and in the circulation to combat local implantation and systemic spread of organisms. Cefurox- The source of the staphylococcal wound contamination is obscure. Infection was not particularly associated with any surgeon. Nor was it related to opening potentially contaminated areas since about half of the operative swabs produced no growth and Staphylococcus aureus did not feature at all in our positive bronchial cultures, which yielded growths of haemolytic streptococci, pneumococci, Haemophilus inflienzae, coliforms (Escherichia coli in particular), peptococci, Bacteroides, Corynebacterium bovis, and Staphylococcus sanguis. Moreover, S aureus was found in only one of the positive oesophageal cultures, the remainder of which were remarkably innocuous, yielding predominantly Veillonella species but also group F streptococci and Candida.
Interestingly, the infection rate for oesophageal resection surgery in the control group is of the order of 40%, compared with 14% for pulmonary surgery in the controls. This may relate in part to the fact that oesophageal resection procedures were substantially longer (mean 157 min) than the other thoracotomy procedures (mean 87 min) (p<0001, t test), with a consequently greater exposure to contamination.
The largely benign nature of the oesophageal flora in our cases is of interest and somewhat surprising given the high counts of strepotococci, coliforms, and faecal anaerobes reported as the allegedly normal oesophageal flora.'2 Possibly swabs taken from the opened viscus, as in our study, avoid the possibility of contamination by saliva, which may contain the full range of faecal organisms,'3 in aspiration studies.
Haemophilus infiuenzae, the major postoperative pulmonary pathogen in this series, is highly susceptible to cefuroxime and the reduction in the incidence of postoperative pulmonary infection in the study group 
